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either of the cases presented, and Dr. Ludlum was of the same opinion. 
He did not believe that trauma is ever a cause of syringomyelia, unless 
the trauma directly affects the spinal column and spinal cord. Many 
writers have tried to show that trauma of the peripheral part of a limb, 
i. e., the hand, as in the boy presented, may be the cause of syringomye¬ 
lia. He thought the case of the boy very interesting from the fact 
that his symptoms developed after the giving of a blow. He was not 
injured by the blow although immediately after giving it his hand com¬ 
menced to swell and continued swollen for two years. The boy prob¬ 
ably had syringomyelia before the trauma occurred. He presented the 
Brown-Sequard type of paralysis, i. e., he had disturbance of sensation in 
the left lower limb and of motion in his right upper and lower limbs. 

Dr: A. R. Allen stated that the boy had given him, upon question¬ 
ing, a history of excessive work for two years prior to this condition, 
carrying as much as a ton of coal a day in hods up to the third story 
of a building. Dr. Allen mentioned this point as possibly having some¬ 
thing to do with his condition. 

A CASE OF ADIPOSIS DOLOROSA. 

By Dr. G. E. Price. 

The patient was a female; white; widow; aged 54. She complained of 
severe pain about the knees, rarely spontaneous, but induced by motion, 
palpation, or by contact of her flesh with any object. She had marked 
paresthesias (numbness, burning, tingling and crawling sensations), va¬ 
riously distributed. Her flesh would bruise without adequate cause and 
she manifested extreme fatigue upon slight exertion. The patient was 
nervous, irritable and anxious. Weight 225 lbs. Symptoms developed 
1 y 2 years ago. Previous history: married when 25. Had never been 
pregnant, catarrhal jaundice when 37, syphilis when 39, sciatica. No 
history of alcoholism. 

Family History.—Father died of consumption. Rest negative. 

Examination.—Nodular, lobulated masses of adipose tissue, very pain¬ 
ful when palpated, about knees, elbows and back of arms, face, hands and 
feet unaffected, and trunk but slightly involved. 

Thyroid gland not palpable. No muscular atrophy about hands, but 
had marked deformity of both little fingers and nodular deposits about 
many of the joints. Large varicose veins were present upon both legs. 
The skin was dry and the reflexes diminished. 

The eyes were negative except for hyperemia of the discs. A 
few granular casts were found in the urine which was otherwise normal. 
The patient had shown distinct improvement following 5 1 /. months’ 
treatment with thyroid extract. Attention was called to the common 
history of antecedent syphilis or alcoholism in adiposis dolorosa. 

Dr. Dercum thought the case a typical instance of adiposis dolorosa. 
The pathology of this disease is an interesting matter. Unfortunately 
it is one largely of speculation still, although in a number of cases at 
autopsy changes have been found in the thyroid gland, pituitary body 
and in the suprarenal capsules. There is probably some disturbance 
of the internal secretions. It is not improbable that changes of the 
thyroid secretion leads the way, and that the disturbances of the other 
glands are probably secondary in character. However, whatever the 
original cause is, cases are benefited by the use of the thyroid extract, 
though Dr. Dercum thought it going too far to say they are cured. 
He has seen several cases greatly and persistently relieved. 

Dr. D. J. McCarthy called attention to the fact that the case of 
adiposis dolorosa reported by Dr. Dercum and himself revealed later a 
very marked hypertrophy of the suprarenal capsules. He also alluded 
to an interesting case recently brought to post-mortem at the Phila¬ 
delphia General Hospital. A German with multiple adipose tumors 
scattered mainly over the upper extremities, although there were a few 
over the lower, shortly before death had areas of painful swollen fat 
in the legs with what appeared to be forming tumors. This was of 
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interest because the other tumors had not been painful. It may have 
been that the previous tumors developed many years before as areas 
of painful fat. 

Another matter Dr. McCarthy mentioned was in connection with 
syphilis where widespread changes in the lymphatic system occur as an 
etiological factor in adiposis dolorosa. In the case studied by Dr. 
Dercum and himself there were extensive hemolymph tissues, not only 
scattered throughout the body, but in the adipose tumors, and he 
thought perhaps it represented an attempt by nature at compensation 
for disturbance of lymph tissue elsewhere in the body. 

A CASE OF PROBABLE TUMOR OF THE BRAIN OF PARIETO¬ 
OCCIPITAL LOCATION. 

By Dr. J. W. McConnell. 

H., aged 53 years, a plasterer, was admitted to the Philadelphia Gen¬ 
eral Hospital, complaining of loss of power in the left side and staggering. 

He gave a history of an attack of unconsciousness occurring seven 
years ago, preceded by dizziness and an indescribable illness, accom¬ 
panied by twitching of the left face and followed by transient loss of 
power in the left upper and lower extremities and persistent numbness 
of the left hand and forearm. At irregular intervals subsequently he 
had twitching of the left face, up to one year ago when he had a 
violent convulsive attack involving the left half of his body without 
loss of consciousness .and without modification of the symptoms 
residual from the previous attack. 

His family history was negative. His personal history contained 
alcohol, tobacco and probably syphilis. He stated that he suffered for 
a long time from headache, recently growing worse, especially after the 
convulsive attacks, from dizziness and occasional nausea without ade¬ 
quate gastric cause. 

Examination shows a hemilateral ataxic gait, better brought out 
by sudden turning. He sways some with eyes open and considerably 
with eyes closed. 

Mentality is excellent, memory good, both for past and recent 
events. He has not aphasia, word, letter or number blindness, word 
deafness or agraphia. 

There is no difference in the pupils which respond to light, con¬ 
vergence and accommodation. Extraocular muscles are normal. There 
is no nystagmus, no loss of any associated movement. Examination of 
vision shows left lateral homonymous hemianopsia without pupillary 
inaction, with contracted fields, without optic neuritis or atrophy. The 
motor fifth, the seventh, in fact all the cranial nerves seem to be 
normal. 

The movements of the left upper extremity are weaker than the 
right, but are of good power, they are slow and ataxic. The reflexes are 
increased. The movements of the left lower extremity are similar to 
the upper. The reflexes are increased. Ankle clonus is not obtained. 
Plantar stimulation gives no response. 

The right upper and lower extremities are normal in all respects. 
Plantar stimulation of the right foot gives plantar flexion. 

A convulsive attack observed by the resident physician had for its 
features a preceding numbness of the left arm. The left hand, arm, face 
and leg in sequence were tonically convulsed and the patient asked to 
be laid down. He became unconscious, and the convulsion drew the 
head upward and to the left, the face was drawn to the left, eyes up 
and to the left, the body in left pleurosthotonus. Later the convul¬ 
sion became clonic and general. 

Sensation: On the right side is normal to all forms of stimula¬ 
tion. On the left side tactile sense is diminished over the arm and 
leg, it being almost lost on the hand and forearm. Hypalgesia is found 
in the same areas. Temperature sense is not disturbed. There is marked 
ataxia in all movements of the left upper and lower extremities. Pas- 



